Healthcare in Thailand is not equally distributed, and not all people can equally access healthcare resources even if they are covered by health insurance. To examine factors associated with the utilization of mammography examination for breast cancer and Pap smear screening for cervical cancer, data from the national reproductive health survey conducted by the National Statistical Office of Thailand in 2009 was examined. The survey was carried out on 15,074,126 women aged 30-59 years. The results showed that the wealthier respondents had more mammograms than did the lower-income groups. The concentration index was 0.144. The data on Pap smears for cervical cancer also showed that the wealthier respondents were more likely to have had a Pap smear than their lower-income counterparts. The concentration index was 0.054. Determinants of mammography examination were education, followed by health welfare and wealth index, whereas the determinants of Pap smear screening were wealth index, followed by health welfare and education. The government should support greater education for women because education was associated with socioeconomic status and wealth. There should be an increase in the number of screening campaigns, mobile clinics, and low-cost mammograms and continued support for accessibility to mammograms, especially in rural areas and low-income communities.
Introduction
The problems of the Thai health system are mainly derived from inequities in the distribution of the healthcare budget, with the budget tending to be distributed preferentially to wealthier regions. This is reflected in the unequal distribution of high-tech medical devices, and although the number of such devices has increased, their inequitable distribution to provincial areas remains unresolved [1] . This inequality impacts upon women's access to healthcare screening programs such as mammography examination for breast cancer and Pap smear screening for cervical cancer. The National Cancer Institute in Thailand reported that the breast cancer was a1111111111 a1111111111 a1111111111 a1111111111 a1111111111 ranked first in terms of incidence (42.41%) while cancer of the cervix uteri was ranked second (12.15%) of all female cancers in 2014 [2] . Mammography examination among women aged 40 years and over reduce breast cancer mortality [3] while Pap smear screening every 3 years between the ages of 20-75 years reduced the incidence of cervical cancer from 215 per 10,000 to 107 per 10,000 [4] . Breast and cervical cancer can both be detected at an early stage and are amenable to treatments that can reduce morbidity and mortality [5] . Under the Thai national health policy, women aged 30 to 60 or in a specific risk group should undergo mammography examination and Pap smear screening every year. In the national health examination survey IV, Thailand reported that 42.5% of women aged 15 to 59 years and only 4.5% of women aged 45 to 59 years underwent Pap smears and mammographies, respectively [6] . A previous study in Thailand found that mammograms were reported by 5.9% of women [7] . Not all people can easily access health services even if they are covered by health insurance. For example, healthcare centers and community hospitals in non-municipal or rural areas do not provide mammograms, and people from those areas need to be referred to provincial or large hospitals. However, to date there has been no formal analysis of the inequity of mammography examination and Pap smear screening in Thailand. The present study explored the inequity (access to health) of mammography examinations and Pap smear screenings by using a "concentration index", determinant, and analyzed the factors that influence healthcare utilization of mammography examinations for breast cancer and Pap smear screenings for cervical cancer.
Materials and methods

Study population group and design
The data for the study were from the Thai National Statistical Office (NSO) survey conducted in Thailand in 2009. The reproductive health surveys were samples with a stratified two-stage sampling procedure. There are 76 provinces in Thailand, each of which was defined as a block/ strata. Each stratum was separated into two parts according to the structure of the local administration, for instance, municipal and non-municipal areas. The municipal and non-municipal areas were set as the primary and secondary sampling units, respectively, including individual households in each area. The reproductive health surveys were population-based surveys that were systematically carried out by skilled interviewers who polled 15,074,126 women aged 30-59 years. The available data included each woman's demographic background, socioeconomic status, types and frequency of health services utilization, medical expenses, health insurance coverage, breast cancer examination, and cervical cancer screening. The independent variables included their age, household characteristics, wealth index, education, occupation, health insurance, and area of residence. The dependent variable was their healthcare utilization (i.e., whether healthcare was used). As policy, women aged 30-59 years old should be screened by both mammography examination and Pap smear at least once a year. The questionnaire therefore asked the following questions about breast cancer examination and cervical cancer screening: "During last year, did you ever have your breasts examined?" Those who responded positively were asked a follow up question "During last year, did you ever have your breasts examined by a mammogram?". Questions regarding cervical cancer screening were: "Have you ever had a cervical cancer screening?" and in the event of a positive response two further questions were asked: (i) "When was your last screening" (in years up to 5 years ago) and (ii) "Where did you have your cervical cancer screening?" If the response to the first question was negative a follow up question of: "What were the main reasons for not having cervical cancer screening?" was asked. While mammography examination can only be accessed at provincial or large hospitals, Pap smear screening can be accessed at all hospitals and healthcare centers.
Analysis
Inequities in access to mammograms and Pap smears were analyzed using a concentration index. Two key variables, health and living standards, were used to construct the concentration curve. The wealth index was constructed by principal component analysis (PCA) of variables including type of dwelling construction material, home ownership or rental, and household assets, for example a wooden or metal bed, microwave, electric kettle, refrigerator, television, video, washing machine, air conditioner, a water heater machine in the bathroom, computer, telephone, mobile phone, car, small truck, pick-up, van, small farm machinery, and motorcycle. Then, the data were stratified into five living standard groups (i.e., assets quintiles that represented consecutive 20% portions of the wealth index), and the mean value of the health variable was calculated. The groups were ranked from the poorest (the lowest quartile) to the richest (the highest quintile).
The "concentration index" is related to the concentration curve and is a measure of economic inequality for a given health variable. The concentration index is defined in relation to the concentration curve, which is graphed on a plot where the x axis is the cumulative percentage of the economic factor, ranked by living standard from the poorest to the richest, and the y-axis is the cumulative percentage of a health variable. The concentration index is defined as double the area between the concentration curve and the line of equality (the 45-degree line running from the bottom-left corner to the top-right). There is no relation to the economic factor of inequality; i.e., the concentration index is zero. The principle is that the index is negative if the curve lies above the line of equality, indicating a concentration of health services among the poor, and it is positive if the curve lies below the line of equality [8] . The Gini coefficient is widely used to measure inequality in the distribution of income, wealth, expenditure, etc [9] . The study used decomposition of the Gini coefficients as a determinant of accessibility of mammograms for breast cancer and Pap smear screening by using Stata version 12. Logistic regression was used to assess factors associated with mammograms and Pap smears. Univariate logistic regression with p < 0.05 were adjusted in multiple logistic regression and backward stepwise (p<0.05). Multiple logistic regression analyses were performed to identify the factors associated with mammograms for breast cancer and Pap smears for cervical cancer by using Stata version 12.
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Results
The results of the coverage analysis of mammography examinations found that wealthier people had more mammograms than poorer people (pro-rich). The Concentration curve and concentration index of mammograms was 0.144 (95% CI = 0.089-0.199) (Fig 1) . The results of coverage analysis of Pap smear screenings found that wealthier people had more Pap smears than poorer people (pro-rich). The Concentration curve and concentration index of Pap smear screening was 0.054 (95% CI = 0.031-0.077) (Fig 2) . Determinants of mammography examination were education, followed by health welfare and wealth index, whereas those for Pap smear screening were wealth index, followed by health welfare and education. The occupation factor did not depend on mammography examination and Pap smear screening (R k = -0.0932, -0.0416, respectively) ( Table 1) .
Most of the respondents were aged 30-49 years, had an elementary level education (41.8%), worked in private enterprise and agriculture, farming, fisheries (70.6%), was Buddhist (94.7%), was married (78.3%), was aged between 20 and 29 years during their first marriage (56%), and lived in a rural area (66.5%). Only 2.7% of the sample did not have welfare. The fifth quintile of the wealth index comprised 32.5% of subjects, meaning that 32.5% of households had their own assets (such as a wooden or metal bed, microwave, electric kettle, refrigerator, television, video, washing machine, air conditioner, a water heater machine in the bathroom, computer, telephone, mobile phone, car, small truck, pick-up, van, small farm machinery, and motorcycle). The first and the second quintile were poor and rather poor households who did not own their own basic assets. The proportion of respondents who had had their breasts examined in the last year by a mammogram was only 29%, although the majority (58%) of the sample had self-examined their breasts and/or had been examined by health personnel. Under one-third (31.6%) had never had a Pap smear. The main reasons for not undergoing cervical cancer screening were lack of knowledge about the service and shyness. Most people were screened at a health center ( Table 2) .
The univariate logistic regression results presented in Table 3 shows the relationships of demographic, socioeconomic, geographic, benefits scheme, and economic status factors with mammograms and Pap smear screening. Subjects with a higher education level were more likely to have had a mammogram than those with a lower education level. Subjects who worked for the government were more likely to have had a mammogram and Pap smear than those who were otherwise employed or were unemployed. Muslims, Christians, Hindus, Confucians, and Sikhs were less likely to have a Pap smear than Buddhists. Subjects who lived in urban areas were more likely to have had a mammogram than those who lived in rural areas, whereas rural areas were more likely to have had a Pap smear than those who lived in urban areas. Subjects in the highest strata of the wealth index were more likely to have had a mammogram and Pap smear than those in the lowest strata of the wealth index. Subjects who had civil servants medical benefits scheme were more likely to have had a mammogram than were those who did not have welfare or other groups. Subjects who had welfare were more likely to have had a Pap smear than were those who did not have welfare (Table 3) .
Multiple regression analysis was performed to identify factors that were independently associated with mammograms and Pap smear screening. All variables with statistics significances in univariate analysis were entered into the logistic regression model using the backwards stepwise method. Results presented in Table 4 shows the relationships of demographic, socioeconomic, geographic, benefits scheme, and economic status factors with mammograms and Pap smear screening. Subjects with a higher education level were more likely to have had a mammogram and Pap smear than those with a lower education level. Subjects who worked in agriculture, farming and fisheries were more likely to have had a Pap smear than those who worked for the government. Muslims, Christians, Hindus, Confucians, and Sikhs were less likely to have a Pap smear and mammogram than Buddhists. Subjects who lived in urban areas were more likely to have had a mammogram than those who lived in rural areas, whereas rural areas were more likely to have had a Pap smear than those who lived in urban areas. Subjects in the highest strata of the wealth index were more likely to have had a mammogram and Pap smear than those in the lowest strata of the wealth index. Subjects who had welfare were more likely to have had a Pap smear than were those who did not have welfare, whereas subjects who had welfare were less likely to have had a mammogram examination than were those who did not have welfare (Table 4 )
Discussion
The result of the coverage analysis of mammograms was that richer people had more mammograms than poorer people (pro-rich). Similarly, the result of the coverage analysis of Pap smears was that richer people had more Pap smears than poorer people (pro-rich). These results show the inequity of access to healthcare between richer and poorer people for mammograms and Pap smears. Determinants of mammography examination were education, followed by health welfare, and wealth index factors, whereas Pap smear screening were wealth index, followed by health welfare, and education factors. Rich households often had more educated residents, enabling them to seek for good health and good services. In agreement with previous studies, financial barriers can prevent those in the poorest socioeconomic status group from utilizing the screening and treatment services for the early diagnosis and subsequent treatment of breast cancer [10] [11] [12] . The study showed that residential area was associated with mammogram examination and Pap smear screening. Subjects who lived in urban areas were more likely to have had a mammogram than those who lived in rural areas, whereas rural areas were more likely to have had a Pap smear than those who lived in urban areas. In Thailand, mammograms are available at provincial, university and large private hospitals because they have the requisite equipment and radiologists on staff. Thailand has a shortage of radiologists. People living in rural areas need to travel to a provincial or private hospital in an urban area to have a mammogram. While various health benefit programs provide coverage for mammograms, some rural clients may be unable or unwilling to pay for the cost of travel to a hospital in the provincial capital and many rural areas or communities only have occasional campaigns that promote mammograms. This result is similar to a previous study that found that the time to travel to the nearest mammography center was also predictive of not having a mammogram [13] . The distance to a clinic was significantly associated with screening such that increased distance increased the odds of having an abnormal mammogram [14] . This study found that factors associated with mammography examination and Pap smear were age, religion, education, occupation, residential area, wealth index, and health welfare. For Pap smears, health centers or community hospitals can collect a specimen and send it to a reference hospital for analysis with the results being returned to the health center or community hospital. Thus, access to Pap smears should be universal in Thailand. Previous studies have found that the factors associated with breast and cervical cancer screening were being educated at the bachelor's level or higher, being in the richest wealth quintile based on household wealth index, and being covered by the civil servants medical benefit scheme [7, [15] [16] . Income, education, family doctor, age, and health insurance were independent predictors of the low utilization rate of mammograms and breast self-exams [17] . However, other factors, such as ignorance about the screening or shyness, may prevent some women from having the test. The major limitation of this study is that it is based on national survey data that was carried out all areas in Thailand. As such the questions were pre-defined and sharply limited, without the possibility for further elaboration. There have unanswered questions. Wealth index showed economic status and was constructed by assets ownership (e.g. a wooden or metal bed, microwave, electric kettle, refrigerator, television, video, washing machine, air conditioner, a water heater machine in the bathroom, computer, telephone, mobile phone, car, small truck, pick-up, van, small farm machinery, and motorcycle.) because the data did not obtain details on income variables, and the data did not differentiate by the number of assets in the households. This study used the questions on breast examination examination and Pap smear screening to proxy variables of accessibility of healthcare, because all at risk women should access these services. Based on the findings of the present study, the government should support women's education because education is associated with socioeconomic status and wealth. Moreover, health education helps people increase their knowledge about mammograms and Pap smears, promoting early detection and treatment. There should be an increase in the number of campaigns that promote cancer screenings, mobile mammograms, Pap smears, and low-cost mammograms, especially in rural areas and lower-income communities. Finally, there should be policies and plans to increase the number of essential health sector personnel, especially radiologists who can perform mammograms in community hospitals.
Conclusion
Analysis of inequity of healthcare utilization on mammogram examination and Pap smear screening showed that richer people had more mammograms and Pap smear screening than poorer people. Determinants of mammography examination were education, followed by health welfare and wealth index, whereas Pap smear screening were wealth index, followed by health welfare and education. The government should support greater education for women because education was associated with socioeconomic status and wealth. There should be an increase in the number of screening campaigns, mobile clinics, and low-cost mammograms and continued support for accessibility to mammograms, especially in rural areas and lowincome communities.
